education steering committee (chaired by Lord McColl) working on the matter 7 and the British Society for Rehabilitation Medicine has produced suggestions for a core curriculum 8 . These and other initiatives have done much to highlight the need for`education, education, education' but offer little guidance as to what education is needed or how to deliver it.
In Bristol we formed a multidisciplinary panel to address this question, and came up with`attitudes, attitudes, attitudes'. There was a consensus amongst all stakeholders (disabled people, their carers and health professionals of many backgrounds) that attitudes were the key. Issues highlighted as critical, the approach needed from health professionals dealing with disabled people, included:
. RespectÐfocus on the person, not the impairment . PartnershipÐthe disabled person is often very inventive in overcoming problems and is the expert in this particular disability; acknowledge and act on this . EmpowermentÐbend the system to suit the person . ListeningÐactive and re¯ective listening is critical.
This perspective led to a major change in our undergraduate medical curriculum and an attempt to develop principles for understanding disability that will be consistently taught and practised throughout the 5-year undergraduate training period. We have encompassed our philosophy and an attempt to change attitudes within a simple 28 page, interactive A5 booklet (One in Four of Us), produced in conjunction with the Disability Partnership and the MRC's Health Services Research Collaboration, and being distributed to all UK medical undergraduates 9 . This booklet includes case vignettes to illustrate problems such as those we encounter in relation to listening and communicatingÐfor example:
A young man who has just joined the practice comes to see the GP for the ®rst time. He has cerebral palsy; the GP has dif®culty understanding him and is distracted by the athetoid movements. He ®nally realises that the patient wants advice about the use of aspirin as a prophylactic against future heart disease. He provides the advice. Afterwards he turns to the nurse and says`Poor chap, so disabled'.`Oh' says the nurse.`Didn't you know, that's the new professor of anthropology ± he is also the new coach for the University sailing team'.
A man who has had a mild stroke has recently been discharged from the hospital and visits his GP, who examines him carefully and cannot ®nd much wrong. After the patient has gone he says to the nurse`Lucky chap, no residual disability'. The patient leaves the surgery in a very despondent state, and ®nds his way to the bank ± since his stroke he has lost his job, his wife has had an affair with one of the neighbours and he has an overdraft resulting from the extra expense of being disabled.
The GP grossly underestimated disability in one case, and overestimated it in the other. Which way round is most common do you think, and why does this happen?
We hope that this booklet will help change attitudes for the better and we are keen to make it widely available. We believe it may be of value to many health professionals, and not just the medical students for whom it was designed. Our aim is to help health professionals understand how rewarding and exciting it can be to be involved and work with people with chronic impairments and disability.
Margaret Byron Paul Dieppe

MRC HSRC, Department of Social Medicine, University of Bristol, Canynge
Hall, Whiteladies Road, Bristol BS8 2PR, UK
The`I Love You' virus and its implications for genodiversity
In early May, the message`I Love You' appeared among e-mails of computer users worldwide. The attached virus, since dubbed the Love Bug, infected up to 45 million computers 1 , paralysed bodies ranging from the World Health Organization to the Pentagon 2 and is said to have cost business tens of billions of pounds in the UK alone 3 . This was not the ®rst such global attack. Like the earlier Melissa virus, the Love Bug hijacked Microsoft Outlook's address book and sent its own code to the ®rst ®fty addresses. Coming from a familiar address, it was likely to be opened. In the manner of other worm viruses 4 the Love Bug corrupted data on infected machines but it also overwrote some types of ®les, being further propagated when the user tried to open them 5 . The rate of spread was such that, in theory, six iterations could reach over ®fteen billion recipientsÐnearly three times the total global population. The Love Bug affected only software created by Microsoft 6 , taking advantage of recent changes designed to improve performanceÐbut over 90% of desktop compu-ters at present use Microsoft software. This software monoculture creates a system with an intrinsically high risk of catastrophic failure.
Anxiety about the risks of monocultures is not con®ned to computers. Concerns about genetically modi®ed organisms extend beyond the potential ecological impact of their release into the environment, the economic and ethical implications of treating staple foodstuffs as intellectual property and any potential impact of consumption on human health 7±9 to include the risk of catastrophic failure by`putting all the eggs into one basket'. Should other concerns be allayed, there is likely to be great demand for a`wonder crop'Ðcheap, easy to grow and nutritious. The large capital investment needed for technical development and satisfaction of regulatory requirements, and the relatively small number of players, could easily lead to the almost universal use of a single strain of a crop, with uniform susceptibility to disease or environmental factors. Such a crop, while possibly cheaper, hardier and more nutritious than existing strains, would be susceptible to massive failure in the face of novel pathogens or environmental threats. History provides many examples of how political and economic circumstances can lead to undue dependence on a single crop. The lack of diversity in Irish agriculture in the 1840s meant that, when the potato fell victim to Phaetophthera infestans, famine resulted, with
